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Toward a Theory of Continuous Traumatic Stress
Researchers and theorists (e.g., Turner, Wheaton, & Lloyd, 1995) typically identify three types of stressors: traumatic stress, life events or "ordinary stress", and chronic stress. Typically the focus of clinical, social and political psychology is more on stressors that have the potential of generating psychological and social pathology and inter-group conflicts rather than the more inconsequential ordinary life stressors. While the literature generally identifies stressors in these ways, there is a rift in the theory and study of stress. There are two competing but related paradigms including the stress, appraisal, and coping theory that originated initially from the physiological and sociological literature (e.g. Selye, 1956; Lazarus, 1999; Lazarus & Folkman, 1984; Everly & Lating, 2002) and the theory of traumatic stress that originated mostly from psychiatric, psychological, and psycho-political literature (e.g., van der Kolk, Weisaeth, & van der Hart, 1996; Cassidy & Shaver, 1999; Freyd, DePrince, & Gleaves, 2007; Herman, 1992; Bryant-Davis & Ocampo, 2005) . Further, within the theory of traumatic stress there is a divide between three major paradigms in studying traumatic processes: the psychiatric paradigm that focused mostly on the physical survival types of traumatic stress that threaten the "physical integrity", or risk of serious injury or death, to self or others, and on the resulted post-traumatic stress disorder (PTSD) symptoms (e.g., Green, 1995; Rothschild, 2000) , the psychoanalytic, and developmental paradigms that focused more on studying the effects of abandonment, child maltreatment and other betrayal traumas in early childhood (e.g., Bowlby, 1988; Cassidy & Shaver, 1999; Freyd, DePrince, & Gleaves, 2007) , and the intergroup paradigm as evidenced in studying discrimination, genocide, holocaust, torture and other shared politically motivated micro and macro aggressions (e.g., Bryant-Davis & Ocampo, 2005; Sue, 2010 ; for analysis of discrimination as a trauma, see Helms, Nicolas, & Green, 2010 , for meta-analysis of the effects of discrimination , see Pascoe & Richman, 2009) .
There are at least three potential problems with the current status of trauma theory and research. The first is its fragmenta-tion that may allow for the focused study of specific trauma but does not allow for a comprehensive trauma assessment that considers the whole picture of traumatic exposure that the individual may has endured. Second, current theory and research is more focused on past traumatic events, commonly ignoring the present ongoing and potentially continuous traumatic stressors that may not stop across the lifespan. For example, the psychiatric paradigm is limited to "physical survival types of traumatic stress" which focus on a "single trauma type" ignoring the considerable literature addressing the impact of ongoing traumas, as well as systemic traumas, not all of which involve threats to life (although they may involve harm and serious threats to personal or collective identity). Third, current research and theory has an individualistic bias that tends to ignore the traumatogenic dynamics of intergroup conflict and of structural, institutional, and ecological traumas. These may include extreme poverty, caste systems, dangerous neighborhoods, hostile schools, uprootedness and exclusion from social support networks, disadvantaged social location, and accelerated globalization that increase trauma transmission and proliferation, which are key factors in predicting heightened risk for psychological and social pathology. The application of the existing trauma frameworks to contexts of ongoing threat and danger is problematic. Their exclusive focus on past traumas is problematic because it tends to obscure the dynamics of the ongoing traumatic events that have unique effects that may modulate, add to, or amplify the effects of past traumas and increase vulnerability to future traumas.
A relatively new, bidimensional, developmentally based stress and trauma framework (DBTF) of stress and trauma attempts to integrate and synthesize the disparate parts of current theory and research. DBTF integrates the factors of chronic stress along with the three main streams of trauma theories in a unified development-based stress and trauma paradigm that includes the previously missing temporal dimensions of chronicity and severity by including the impact of ongoing chronic stress and continuous traumatic stressors. DBTF offers a dual lens paradigm through which stress and traumas can be mapped in an individual's life. DBTF also presents a template to apprise stress and trauma as magnifying or attenuating the effects of exposure to such chronic and traumatic stress (e.g., Kira, 2001 Kira, , 2004 Kira, , 2010 Kira et al., 2008a; Kira et al., 2010a Kira et al., , 2010b Kira et al., 2006; Kira et al., 2012c; Kira, Fawzi, & Fawzi, 2012) .
The focus of DBTF is on both the individual and group's traumatization. DBTF defines traumatization as a process that can be triggered by stressors with different levels of intensity that range from chronic hassles to severe traumatic complex stressors, such as the Hiroshima bombing and the holocaust. These identified stressors have the potential to trigger posttrauma spectrum disorders, and/or post-trauma spectrum competencies and growth. The synergistic trans-theoretical DBTF offers a wider lens and a defined conceptualization of the traumatization process and its cumulative dynamics.
Based on the general framework of human development and attachment theory (e.g., Bowlby, 1988; Erikson, 1968; Gilbert, 1989) , the first dimension of DBTF is development-based and includes attachment traumas, identity traumas that constitute violation of the identities that were developed through the individuation process and emerged in adolescence and adulthood. Identity traumas include four sub-kinds: personal identity traumas, collective, social or group identity trauma, and role identity or self-actualization trauma, and physical identity (physical survival) traumas. The source of physical trauma can be either internal, or external. Additionally, interdependence dynamics that are one of the landmarks of adolescent and adult development may yield socially-made traumas. Socially-made traumas may be perpetuated, directly or indirectly, by institutions, intergroup conflict, and social-structural violence and through globalization dynamics. Indirect socially-made traumas can be transmitted through secondary and tertiary dynamics (e.g., Figley, 1995; Kira, 2004; Kira, Fawzi, & Fawzi, 2012) . Some traumas reverberate continuously horizontally and/or vertically in the fabric of social networks to spread activation of waves of secondary and tertiary trauma and can continue cross-generationally. Trauma proliferation theory (Pearlin, Aneshensel, & Leblanc, 1997 ) highlights a class of traumas that spills over to more subsequent traumas. Proliferation refers to the tendency for stressors to beget stressors. For example, job loss can trigger the emergence of a cascade of subsequent serious stressors (e.g., home foreclosure or divorce resulting from job loss). Three important mechanisms of traumatic stress proliferation may be involved. First, chronic stressors and continuous traumatic stress, as well as other non-chronic traumatic stressors, may initiate more subsequent traumas, such as job loss due to discrimination. Second, they may make the individual more vulnerable and susceptible to victimization. This potentially vulnerability is consistent with the stress generation theory. Stress generation theory distinguishes between dependent and independent stressors. Independent stressors (stressors out of the individual control, e.g., childhood abuse), tend to generate dependent stressors that the individual controls (e.g., those related to interpersonal relationship, for example. divorce, domestic violence). Stress generation theory proposes that independent life stressors increase an individual's susceptibility to dysfunctional cognitions, attitudes, and behavioral patterns that persist and are, in turn, associated with greater likelihood of subsequent dependent stressors (e.g., domestic violence) (Hammen, 2006; Uliaszek et al., 2012 ; for a review see Liu, 2013) . Integrative models of multiple risk factors that may mediate the relationship between independent and subsequent dependent stressors provide the opportunity for a more comprehensive understanding of stress generation (Liu, 2013) .
Stress generation theory can be extended to include not only being a victim, but also being a perpetrator which may involve a different set of dependent stressors. For example, committing violence can be dependent on other independent stressors, like being abused as a child, being exposed to killing in combat, or to discrimination and oppression. Perpetrating is a dependent stressor that may be a stress generator as well (e.g., McNair, 2002; Hecker et al., 2013) . Perpetration-induced trauma is a selfstressor that can generate further stressors related to severe stresssful consequences, for example, jail, divorce, and social exclusion. Even committing violence against self, for example selfcutting, hair bulling, and suicide is a dependent stressor within the causal chain of stress generation that can be a stress generator to self and or others. The third mechanism of traumatic stress proliferation occurs when secondary (indirect) and tertiary (across individuals and generations) traumas that reverberate in the targeted social network and is a third trauma proliferation mechanism (e.g., Kira, 2004; Kira, Fawzi, & Fawzi, 2012) .
The second dimension in DBTF is more vertical in terms of changing degree or level of chronicity and severity, with severity being dependent on both chronicity and intensity of events. Traumatic events may include, at this level, at least two kinds: single episode (type I) (e.g., car accident) and complex traumas. Complex traumas, in terms of chronicity, include two kinds: type II (repeated similar traumatic episodes that have ceased, for example sexual abuse) (see Terr, 1991) , and type III (continuous, repeated and ongoing events, e.g., racism). Examples of continuous chronic personal identity traumas are prostitution and trafficking. Examples of continuous collective identity traumas include protracted conflict and related terrorism and other forms of intergroup violence. Another kind of chronic traumatic stressor is social structure-based violence and includes such conditions as extreme poverty and relative deprivation, caste system, and slavery (e.g., Cassiman, 2005; Kira, 2001 Kira, , 2004 Kira et al., 2008a) . Type IV traumas, in this taxonomy, is cumulative trauma (CT) across the life time and includes events in the past and ongoing chronic traumas. CT has different cumulative dynamics. Table 1 illustrates some of the elements of this model, (see also tables and diagrams published in Kira, 2001; Kira, 2004; Kira et al., 2008a; Kira et al., 2012c .
The etiology of mental health symptoms, social pathology, and intergroup conflict is one of the main focuses of clinical, social, political, and peace psychology. While chronic nontraumatic stressors (e.g., hassles) found to have negative effects on health were the initial focus of stress theory (e.g., DeLongis, Folkman, & Lazarus; 1988; Lazarus, 2000) , traumatology focuses much more on chronic traumatic stress. Type III traumas that are continuous and do not stop, as contrasted to types I and II that occurred but have now stopped, may be considered as having the most serious negative effects on individuals and groups, especially if they have an added intensity. Chronic traumatic stress, based on DBTF frame work can include chronic attachment traumas like children separated from parents, chronic personal identity trauma like the case in prostitution and human trafficking, chronic collective identity trauma like the case in oppression and discrimination, chronic survival traumas like terrorism and protracted intergroup conflict, and chronic secondary traumas often transmitted through media and other means of secondary continuous exposure. All of the above produce different cumulative trauma profiles that may yield complex post-traumatic stress disorder (Ford, 1999; Herman, 1992) , continuous traumatic stress syndrome (Straker et al., 1987) , and different types of cumulative trauma disorders (Kira, 2001 (Kira, , 2010 Kira et al., 2012b ) that include different profiles of mental and physical health comorbid disorders.
Studying continuous traumatic stress provides one way of researching the psychological impact of living in community conditions where there is a realistic threat of continuous present and future danger, rather than only experiences of past traumatic dangers and threats. Type III trauma model provides a theoretical basis to study not only past traumas but also different types of continuous traumatic stress that is still ongoing (e.g., continuous structural violence within group dynamics), as well as other continuous present traumas like chronic extreme poverty, gender or ethnic discrimination and oppression, community violence, human trafficking, prostitution, homelessness, poverty, caste systems, and other ongoing traumas. Such trauma types pose endemic limitations on occupational and educational opportunities, and produce marginalization and suffering.
Structural violence has been recognized as a subtle form of serious complex trauma (Galtung, 1969; Winter & Leighton, 2001) . In a type III trauma model structural traumatic violence is triggered by the dynamics of systemic intergroup conflict and related interpersonal macro and micro aggressions. Macro aggressions may take a variety of forms including targeted hate crimes, oppression by dominant powerful actors in the form of occupation, insurgency, counter-insurgency, and slavery (present, past or even those historical or cross-generationally transmitted) and reverberate through interdependent structures and networks to produce traumatogenic dynamics for those who belong, identify with, or empathize with the targeted groups. Some identity focused type III traumas are may be internalized or resisted by some. Internalization of inferiority can cause diminished self-capacity and efficacy and inferiority feelings that may be associated with poor physical, mental and quality of life. Resistance, especially if unsuccessful, can cause systemic social conflict or intensify individual distress and social suffering. For example, in discrimination, as a process of chronic traumatization, while micro aggressions (e.g., Sue, 2010) , demean or exclude the targeted persons, they act as reminders of the overwhelming macro aggressions and the implicit and explicit threats and stereotypes of dominant actors or their representatives. These reminders may trigger feelings of existential annihilation/subjugation/oppression anxieties, feelings of societal betrayal, stereotype threats that result in decreased self-esteem, and suppressed self-efficacy. Because such trauma types (collective and personal identity traumas) threaten the core and identity salience of the individual, they can be associated with specific feeling of self-annihilation or subjugation threats and cause annihilation anxiety (e.g., Kira et al., 2012a; Hurvith) . This is in contrast to some of the physical identity trauma types that are more associated with harm or death threats and may yield fear of death or death anxiety and trigger mortality Salience (for a review of mortality salience theory, see Burke, Martens, & Faucher, 2010 ; see also Solomon, Greenberg, & Pyszczynski, 1991) .
The links between perceived oppression and discrimination, and poor physical and mental health in adolescents and adults are fairly well established (e.g. Kira et al., 2010a Kira et al., , 2010b Pascoe & Richman, 2009; Pieterse, Todd, Neville, & Carter, 2011; Williams & Mohammed, 2009 ). Prospective studies show that perceived discrimination precedes poor psychological and physical health, rather than the other way around (Brody et al., 2008; Gee & Waslemann, 2009 ). Similar results were found for discrimination against Asian Americans (e.g., Gee, Spencer, Chen, & Takeuchi, 2007) , Mexican Americans (e.g., Flores, Tschann, Dimas, Pasch, & de Groat, 2010) , immigrants (e.g., Berg et al., 2011) , refugees (e.g., Kira et al., 2010a) , and female gender (e.g., Kira, Smith, Lewandowski, & Templin, 2010b; Kira et al., 2012d) and for discrimination against sexual minorities (e.g., Gilman et al., 2001) .
Traditionally, Type three traumas have often been underestimated or ignored and, as a result, have not been identified as extreme traumatic stressors. However, their inclusion may be very important for group, social peace, conflict resolution, and clinical psychology. The lack of inclusion may be explained, in part, by the nature and origins of the traumas. For instance, most of these types of trauma are related to socio-politics, in which the dominant majority or the damaged or inherited social systems, and their governing institutions are the major actors contributing to the continuous traumatic conditions. This makes it difficult to objectively acknowledge their importance and, either consciously or unconsciously, they may be minimized, discouraged or silenced.
Living in such traumatic chronic contexts can have deleterious effects on the functioning of biological stress regulatory systems across the life span and, ultimately, on health and psychological well-being (Shonkoff, Boyce, & McEwen, 2009) . Recent research suggests that coping with continuous and cumulative stressors elicits a cascade of biological responses that may be functional in the short term but over time they "weather" or damage the systems that regulate the body's stress response. Allostatic load (AL), a marker of chronic physiological stress and cumulative wear and tear on the body, illustrates the disease-promoting potential of continuous adjustment to stress (McEwen, 2000; Seeman, McEwen, Rowe, & Singer, 2001; Sterling & Eyer, 1988) . Chronic psychological stress has been associated with the body losing its ability to regulate the inflammatory response which promotes the development and progression of disease (Cohen et al., 2012) . Elevated continuous or prolonged, chronic coping demands sets in motion a cascade of physiological changes that contribute to the development of chronic illnesses, including hypertension, cardiac disease, diabetes, stroke, and psychiatric disorders (Seeman et al., 2001) .
The effects of type III chronic identity trauma (e.g., discrimination) may be particularly detrimental to adolescents. Adolescence is a developmental period characterized by individuation and identity development, as well as cognitive, biological, and social changes. Discrimination stressors significantly impact youths' development, psychosocial functioning, and mental and physical health (e.g., Greene, Way, & Pahl, 2006; DuBois et al., 2002 , Williams & Mohammed, 2009 ).
The Israeli Palestinian conflict and its continuous collective identity terror and ongoing exposure to political violence (type III trauma) have exerted a negative toll on Israeli and Palestinian adolescents and adults (e.g., Kira, 2006) . There is an important and rich literature on the negative mental health effects of terrorism and continuous traumatic stress on Jews and Arabs adolescents and adults in Israel (e.g., Hobfoll, Canetti-Nisim, & Johnson, 2006; Hopfoll et al., 2009 ). There is also rich research on the effects of different traumatic stressors on Palestinians adolescents (e.g., Madianos, Sarhan, & Lufti, 2011; Canettti et al., 2010; Al-Krenawi, Graham, & Kanat-Maymon, 2009 ). Demitiri (2012) , in a meta-analysis of the effects of political violence on Israeli, Palestinian, Lebanese and Iraqi adolescents, found that the prevalence of post-traumatic stress disorder in children and adolescents was 5% -8% in Israel, 23% -70% in Palestine, and 10% -30% in Iraq. These results suggest that Palestinian adolescents may be enduring the most severe continuous traumatic stress and distress compared to Israeli, Lebanese, or Iraqi adolescents. Using a DBTF framework to examine the seemingly disproportionate physical and mental health damage in Palestinian adolescents may offer a much needed perspective. Using the DBTF framework may help explore the effects of such protracted exposure to prolonged political conflict and other social and/or interpersonal traumas on physical and mental health in Palestinian adolescents, and also examine the utility and validity of the DBTF chronic traumatic stress model.
A salient concern that may be precipitated by such chronic traumatic stress exposure is existential annihilation anxiety, which involves apprehension about life and death, as well as personal and collective identity. Most studies have tended to focus on two types of existential concern, i.e., fear of death (or mortality salience) (e.g., Solomon, Greenberg, & Pyszczynski, 1991) , and annihilation anxiety related to individual or collective identity (identity salience) (Hurvich, 2003; Kira, 2012a) . One of the purposes of this study is to explore whether fear of death and annihilation anxiety mediates the relationship between type III traumas and mental health (e.g., PTSD, Complex PTSD, depression and anxiety) as well as physical health. We expected that fear of death in this community that is caught in continuous intergroup conflict, is more directly related to iden-tity salience and related annihilation anxiety and not vice versa. We expected annihilation anxiety to be directly related to type III trauma and related identity concerns more than to fear of death.
The Goals of the Current Study
The goal of this study was to empirically explore the contribution of type III chronic traumas, as compared to the other trauma types, to the negative mental health and physical health of Palestinian adolescents who were exposed to intergroup structural violence among other trauma types. We hypothesized that collective identity threats inherent in type III traumas would predict identity salience, annihilation anxiety, and fear of death (mortality salience), and that these construct would mediate the relationship between trauma and mental and physical health. The effects of continuous non-traumatic stress (e.g., hassles), and the effects of contextual conditions that forced some young children and adolescents to commit atrocities terrorizing others and traumatizing themselves in the same time, were also of interest in the current research, as they may intensify the effects of such continuous traumatic stress. 
Methods

Measures
The measures used in this study as identified in the following section, have previously been shown to have adequate reliability and validity on Iraqi and Arab populations and in Arabic and English languages (e.g., Kira, Clifford, Wiencek, & Alhaidar, 2001; Kira et al., 2006 Kira et al., , 2008a . These measures were originally constructed in English and subsequently translated into Arabic by three bilingual mental health professionals who each individually translated the measures and then met together to establish a consensus on the final version. A fourth mental health professional did the reverse translation. These measures were pilot tested in focus groups.
Independent Variables Measures (Cumulative Trauma Scale)
Cumulative trauma scale long version (CTS-L) includes 61 items and is based on the DBTF (Kira, 2001; Kira et al., 2008a Kira et al., , 2008b . Each item describes an extremely stressful event that belongs to one of 6 different types of traumas: attachment, personal identity, collective identity, and secondary, survival, and achievement traumas. Examples are: I was led to sexual contact by one of my caregiver/parents, my mother has abandoned or left/or separated from me when I was a child. On each item, the participant is asked to report if he/she has had this experience or not, how many times the event was experienced on a 5-point likert scale (0 = never, 4 = many times), the age of first event, and how much the event affected him or her positively or negatively on a scale from 1 (extremely positive) to 7 (extremely negative). In the analysis, the appraisal scale was divided into two sub-scales: Positive appraisal (1 -4) and negative appraisals (5 -7). The measure includes two single item measures: one for continuous not-traumatic stress (hassles): "I experienced a nervous breakdown or felt like I was about to have one (e.g., about to lose control) due to seemingly small but recurrent or continuous chronic stresses or hassles". The other single item measured being forced to commit a harmful act to others (I had to harm some body). CTS-L provides us with general scales for two of the cumulative trauma doses: Occurrence and frequency of happenings, two appraisal sub-scales: negative and positive appraisal. It includes, at this level, four sub-scales for each trauma types. The measure has been used previously with different clinical and community populations of adults and children, and proved to have adequate reliability (Alpha of .80 -.90) and good construct and predictive validity (Kira et al., 2008a (Kira et al., , 2008b Kira et al., 2011a) . The reliability of the CTS-L was found adequate in the current study (alpha = .98). For the purpose of the current study, we used the occurrence sub-scales and constructed additional measure that included 8 items that measured assaultive and community non-terror related violence (8 item scale) to compare its effects with the continuous conflict related violence. The measure had an alpha of .69 in the current data. The reliability of the CTS-L occurrence was found to be good in the current study (alpha = .98). Reliabilities for collective identity, personal identity, survival, family, and secondary, attachment and achievement trauma occurrences were .90, .89, .88, .92, .70, and .68 respectively in the current study.
Potential Mediating and/or Moderating Variables (Fear of Death, Identity Salience, and Annihilation Anxiety)
Fear of death and dying measure (12-item measure): The measure was previously developed and tested in Hebrew and Arabic languages in Israel. Fear of death and dying was measured by 12 items, such as "I am afraid of death" and "The thought of being unable to do things for myself at the end of life troubles me very much" (Carmel & Mutran, 1997) . Each item was measured by a five-point scale ranging from 1 = completely disagree to 5 = completely agree. According to the results reported by Carmel and Mutran (1997) and Werner, P. & Carmel, S. (2001) , two indices, one for fear of dying and one for fear of death, were found. Both factors had an adequate internal validity: Cronbach's alpha = .80 for the six items in the fear of death factor and Cronbach's alpha = .81 for the six items of the fear of dying factor. The final score for each factor is the average of the answers to the relevant items. The higher the score, the greater the participant's fear of death or/and dying. In our study, we found evidence for the same two factors. Internal consistency reliability (alpha) for the current study was .80. In the current study, we utilized the fear of death sub-scale as indicator of mortality salience.
Identity salience scale (Kira et al., 2011b ) is 10 items scale that had been developed in two studies with 880 Palestinian adolescents. Identity salience or dormancy refers to the status of one group identity in their nested hierarchy, whether it is central, or peripheral. It includes questions like: I feel personally threatened by hate crimes committed against me or the members of my race, religion, culture or ethnic group or against another group of my belonging; Sometimes I wish to die or kill somebody or myself before my ethnic, or religion or nation or any other group of my belonging gets harmed, eliminated or subjugated. The response indicates how much he/she disagrees or agrees on a scale from 1 to 7 (1 indicates absolutely disagree and 7 absolutely agree). Higher scores indicate high identity salience. There are follow up questions about the relative importance of each group. Exploratory and confirmatory factor analysis found support for two sub-scales: identity commitment and identity militancy. Internal consistency reliability (alpha) for the measure was .80 for adolescents (and .81 in another adult Palestinian sample, N = 132), with alphas of .74 for commitment and .75 for the militancy sub-scale. Test-retest reliability after three weeks was .76. The measure was found to have good predictive validity. Increased personal and collective identity traumas predicted increases in identity salience. Increased identity salience predicted increase in AA and mortality salience.
Annihilation anxiety scale (AA) (Kira et al., 2012a ) is based on the assumption that there are at least three main sources of the emergence of annihilation threats: threats to personal identity, threats to collective identity, and threats from severe societal structural inequalities. Three items that represent the three components were used in the study. For example, because of what has happened to me personally or is happening to me personally, I sometimes worry that I just lose my sense of self (I worry that I will cease to exist as an individual person). The answer was structured on 5 point-likert-type (5 indicating strongly agree 4 and 1 indicating strongly disagree). The 3-item scale has been used before in a study of Iraqi refugees in the United States and studies including three samples of Palestinian adults and adolescents and has showed good reliability (alpha. ranged between .90 -.95) as well as evidence for convergent, discriminant, and predictive validity. Results of a factor analysis of AA and general anxiety suggested that AA is independent factor from general anxiety (Kira et al., 2012a) . The internal consistency reliability (alpha) for the measure in this study was .93.
Dependent Variable Measures (PTSD, Depression, Anxiety, Cumulative Trauma Disorders (CTD), and Physical Health)
Clinician-administered PTSD scale (CAPS-2) (Blacke et al., 1990 ) is widely used to assess PTSD. It is a structured clinical interview that assesses 17 symptoms rated on frequency and severity, each on a 5-point scale. CAPS demonstrated high reliability with a range from .92 -.99 and showed good convergent and discriminant validity. The measure has four subscales: reexperiencing, avoidance, arousal and emotional numbness, detachment or dissociation (Palmieri, Weathers, Difede, & King, 2007) . In this study, we used the frequency sub-scale of CAPS-2 that is widely used in the psychiatric literature. Alphas of the four sub-scales in our sample were adequate (.96, .92, .89 and .85 respectively). Internal consistency reliability for the entire measure in this study was .97.
Center for epidemiologic studies depression measure (CES-D) (Radloff, 1977) : is a 20 item scale that has been widely used with adults and adolescents. Each item is assessed on a 4-point scale and reflects the frequency that each symptom is experienced (0 = none of the time, 3 = all of the time). A cutoff score of ≥16 is commonly used for the CES-D to indicate a need for further assessment of the presence of major depressive disorder (Radloff, 1977) . High internal consistency (ranging from .85 to .92) and good convergent and discriminant validity, sensitivity and specificity had been reported (e.g., Mulrow et al., 1995) . Alpha for the measure in this study was .91.
Depression anxiety stress scales-anxiety (DASS-A): Anxiety sub-scale (14 items): DASS was developed by Lovibond & Lovibond (1995) and includes three sub-scales that measure depression, anxiety, and stress. For the purpose of this study, we used only the 14-item DASS-A sub-scale designed to measure anxiety. The DASS is increasingly used in different clinical and research settings. A variety of studies (e.g., Lovibond & Lovibond, 1995) have offered support for the convergent and predictive validity and reported internal consistency reliabilities (alphas) of .84 in non-clinical samples and .91 in clinical samples. Alpha for the measure in the present study was .95.
Cumulative trauma related disorders measure (CTD) (Kira et al., 2012b) . This 15 item measure was developed with five community and clinic samples of African American and Arab adolescents and adults. The CTD is an index measure for comorbid clustered syndromes that assesses 13 different symptoms: depression, anxiety, somatization, dissociation, auditory and visual hallucinations, avoidance of being with people, paranoid ideations, concentration and memory deficits, loss of self control, feeling suicidal, and feeling like hurting self. The results of exploratory factor analysis found support for four factors: Executive function deficits/loss of control, suicidality, dissociation/psychosis, and depression/anxiety/somatization comorbidity. Confirmatory factor analysis results offered additional support for the factor structure. The measure appears to have good reliability (ranging from .85 and .98). Test-retest reliability in a 6 week-interval was .76. Alpha for the measure in the current study was .91. A number of studies (e.g., Kira, Clifford, & Al-Haider, 2003) offered support for the measure's predictive validity. Specifically, Kira et al. (2003) found that different kinds of traumas, and cumulative trauma in general accounted for significant variance as predictors of CTD symptoms.
Health problems measure: The measure is a checklist (yes/no) of eight types of health problems (based on DSM IV Axis III codes 024-031) including cardiovascular (e.g., blood pressure, heart problems), neurological (e.g., epilepsy), respiratory, digestive, musculoskeletal, endocrine, and metabolic diseases that the participant experienced. Higher scores indicate the existence of more health problems of the individual. Internal consistency for the measure in the current study was .94.
Procedures
The study was approved by Palestinian Authority and IRB of the authors' respective institutions. Participants were recruited through a West Bank School system and included 7 schools. The seven schools were randomly selected from the Jenin area and included schools that included students primarily from refugee camps. Participation was completely voluntary and fully informed. Research participants were told that they may withdraw from the study at any time. Parents were informed that the purpose of the research was to understand the effect of different traumas experienced by children and their physical and mental health. Active informed parental consent and written adolescents' ascent were obtained or offered by participating schools and research team members. Some parents approved verbally but chose not to sign due the political situation at the time or for other reasons. No identifying information was recorded that could link the subjects to the data. The disclosure of the data could not reasonably place the subjects at any risk or any liability according to federal and local human subjects' guidelines. Interviews were conducted face-to-face in Arabic by trained Palestinian teachers and local research team members and took between 50 -90 minutes. The participation was 75% from randomly chosen classes within the seven schools. The field work was conducted from January to March 2005.
Analysis
To understand the relationships between the variables identified in the study, we initially analyzed the prevalence of trauma types and cumulative trauma load to explore the trauma profile of the sample. We calculated the prevalence of different mental health conditions in the sample to explore the levels of comorbidity and severity of symptoms. To identify the effects of potentially confounding variables, we conducted partial correlation between all the variables selected in the study controlling for demographics, family size and residence (city, village, refugee camps). Further, we tested a plausible path model, that match the discussed theoretical framework, for direct, indirect effects of type III traumas (continuous traumatic stress) mediated by AA, identity salience, and fear of death sub-scale (mortality salience), using structural equation model SEM (AMOS 7 software), (Arbuckle, 2006) . Model fit indices were selected in accordance with several recommendations and included the normed 2 test statistic (2/df), the root mean square error of approximation (RMSEA), and the comparative fit index (CFI). As you will recall, in considering these indices, 2/df values <5.0 are considered acceptable; RMSEA values <.05 indicate close fit, values .05 to .08 indicate reasonable fit, and values >.10 indicate poor fit. CFI values >.95 indicate good fit (e.g., Kline, 2005; Hu & Bentler, 1999) . We used bootstrapping procedures with bias-corrected confidence intervals to test the significance of the direct and indirect effects of each variable in the model. Bootstrapping is considered a more robust procedure used to compute p values, test hypotheses, and generate confidence intervals for direct and indirect effects (e.g., Erceg-Hurn & Mirosevich, 2008 ). Additionally, we tested several alternative models, by changing the order of the predictors, mediators, and outcome variables, to find which one of those alternative models had the best fit with data, regardless of our hypotheses.
Results
Trauma and Mental Health Profiles
Trauma profile: Participants in the study appeared to be highly traumatized and their appraisal of the effects of traumas was largely negative. Collective identity trauma type III continuous (chronic) traumatic stress (e.g., oppression, occupation and group conflict related violence) had the highest prevalence in their trauma profiles, followed by secondary traumas that are more related to indirect exposure to such events. Survival traumas that include terror and non-terror group conflict related violence were equally high. Family related and personal identity traumas, as well assaultive and community (non-terror) violence, attachment, achievement traumas were less prominent in the particiants' trauma profile. When we analyzed specifics in their trauma profile, witnessing killing due to terrorism, parents and children participation in wars related to such conflict, extreme poverty, oppression and genocide threat had the highest prevalence in the sample. Tables 2-4 describe the details of the group's trauma profile. 
Mental health profile:
In the measurement of depression, the means core on the CESD was 20.29 (SD = 12.92) and 55.6% of the participants scored 16 or higher on the CES-D scale (note that 16 is the cut-off point for clinical depression recommended for this scale). For DASS-A (anxiety) (Mean = 8.32, SD = 7.25) 33% of the sample scored 10 or higher (10 is the recommended cut-off score for moderate to severe anxiety on this scale). For PTSD (Mean = 27.94, SD = 20.49) 50.4% of the participants scored in the elevated level of the scale (26 and above). For annihilation anxiety (Mean = 7.21, SD = 3.11), 33.3% of participants scored in the high side of scale (9 and above). For CTD (Mean = 40.66, SD = 12.34), 53.1% reported that they were depressed. 59.7% reported anxiety, 32.1% reported that they feel sick most of the time, 26.5% reported that they feel that they are almost two different people (different levels of dissociation), 29.8% reported that they sometime hear voices or see things others do not hear or see, 35.4% reported that they try to avoid people and stay by themselves, 32.3% reported that they believe that they have enemies that follow them wherever they go, 42.7% believe that they have decreased memory and concentration, 41.5% feel they do not have enough control of their reactions, 32.7% felt or thought like killing themselves, 18.4% felt like hurting or injuring themselves, 11.5% reported feeling like taking or took drugs, 37.9% reported that they are not functioning in one or more areas in their life, and 39.6% feltl apathetic with no emotions.
Partial correlations: Results of the partial correlation analyses indicated that poverty and secondary traumas had the highest associations with PTSD along with the specific stressors of being forced to be the aggressor and harm another. Poverty and Secondary traumas had the highest associations with CTD. Collective identity trauma (e.g. oppression and genocide threat), secondary traumas, and poverty, followed by survival and cumulative stress traumas, had the highest associations with AA. Secondary traumas, assaultive and community violence, being forced to be the aggressor and harm others, and cumulative stress had the highest associations with depression. Chronic (non-traumatic) stress and poverty had the highest associations with poor health. It is worth noting that significant correlations were mostly moderate with a few strong robust strength relationships (e.g., the relationship between collective identity trauma, extreme poverty and annihilation anxiety). Table 5 includes the associations for all of the variables.
Path Analysis
Results of the path analysis indicated that the model that best represented the theoretical framework of the effects of continuous traumatic stress (type III traumas) had acceptable fit (Chi square = 52.555, df = 22, CFI = .964, RMSEA = .056). In this model, mental health was a latent variable with all four mental health variables (PTSD, CTD, Depression and anxiety) observed predicting variables. All observed mental health variables significantly predicted the latent variables. In this model, type III traumas (collective identity related continuous traumatic stress) had significant direct effects on annihilation anxiety (AA), identity salience, and poor physical health. Type III traumas also had significant indirect effects on mental health (and all its variables in the model: PTSD, CTD, depression and general anxiety) as well as on mortality salience (fear of death sub-scale). AA and identity salience mediated most of these indirect effects. AA had a significant direct effect on mental health, as well as identity salience and mortality salience (fear of death sub-scale). AA also had significant indirect effects on all of the mental health variables. Identity salience had a significant direct effect on mortality salience (fear of death) and mental health, and significant indirect effects on all mental health variables. Mortality salience (fear of death) had a significant direct effect on mental health (latent) and an indirect effect on all observed mental health variables. Physical health had significant direct effect on mental health (latent) and a significant indirect effect on all observed mental health variables. Table 6 describes the direct, indirect and total effects and their confidence intervals for each independent variable in the model. 
Alternative Models (AM)
To test different alternative models, we replaced predictors in each model. In the first alternative model we put fear of death as predictor, the fit was relatively poor. In the second alternative model, we changed the predictor to identity salience. While the fit for this model improved, RMSEA was relatively high. In the third model, we put physical health as the predictor. The resulting model fit was poor. In the fourth model, we put annihilation anxiety as the predictor; the model had an acceptable fit. In the fifth model (the chosen model that fit the discussed theoretical framework), we put collective identity type III trauma as predictor, the model had relatively the best fit. 
Discussion and Conclusion
Consistent with the hypotheses of this study, the results of analyses indicated that continuous traumatic stressors (type III traumas) related to collective identity was the strongest contributing factor predicting the severity of physical and mental health symptoms in this sample of Palestinians adolescents. These specific types of continuous trauma may be understood as priming collective identity salience and collective annihilation/subjugation anxieties (AA). In this study, annihilation anxiety partially mediated the positive effects of type III traumas on (decreased) physical and mental health as well as the positive effects on (increased) fear of death (mortality salience).
Mortality salience triggered by AA contributed further to these negative effects. Additionally continuous non-traumatic stressors (hassles) were significantly associated with AA, symptoms of depression, general anxiety, PTSD, CTD and poor physical health.
Another important finding of this study was that being forced, contextually, to be an aggressor (e.g., committing terror act) and harming others was significantly associated with AA, symptoms of PTSD, CTD, depression, and general anxiety for the potential aggressor. The contextual conditions that forced some to commit atrocities terrorizing others and traumatizing themselves, in the same time, appeared to have serious negative effects, not only to the victims, but also to those who committed such acts. These results highlight the importance of an extension of stress generation theory to include perpetration as a dependent stressor in the stress generation causal chain.
Continuous collective identity and secondary traumas, related to the Israeli Palestinian conflict, seem to be more of a contributing factor to negative physical and mental health conditions compared to other trauma types (e.g., personal identity and attachment traumas). The experience of these traumas are were most strongly related to the highest PTSD and other syndromes found in this population, compared to other severely traumatized populations (e.g., Israelis & Iraqis; Dimitry, 2012) . The fact that Palestinians are a minority group who have suffered occupation and subjugation for an extended period of time may be an important factor for their health and well-being. Gelkopf, Solomon, Berger, and Bleich (2008) found that after 19 months of terrorist attacks Arab Israelis and Jewish Israelis reacted similarly to the situation. However after 44 months, PTSD in the Arab population increased three-fold, and resiliency almost disappeared. They concluded that specific conditions inherent in political conflict may put minorities at risk and only be observable as terrorism-related stressors become chronic. Further, a recent study on Palestinian adults found that such collective identity traumas are associated with negative post-traumatic growth (Kira et al., 2013) .
The results of this study highlight the importance of resolution of the ongoing continuous conflict and achieving peace. Alleviating the annihilation and subjugation anxieties normally associated with the occupation and collective identity threats resulted from specific policies (e.g. collective punishment and loss of national identity), is important to help Palestinian children.
The results of this study support the centrality of collective identity salience related anxieties that may be activated by political conflict and the related ongoing traumatic stress. This noted centrality suggests it is at the core of the etiology of related pathology as well as a key for resolution (cf., Kelman, 2001; Kira, 2002; Kira, 2006; Kira et al., 2011b) . The results of this study highlight the primacy of identity salience over mortality salience in such dynamics as, in this study, mortality salience was triggered by collective identity salience and related annihilation anxieties and not vice versa.
Addressing collective identity concerns in resolution efforts of this conflict and working on positive identity development with Palestinian adolescents might help alleviate such concerns. Kelman, 2001 , argues that long-term resolution of this deeprooted conflict requires changes in the groups' national identities, such that affirmation of one groups' identity is no longer predicated on negation of the other's identity. However, conflict resolution by peacemaking with mutual accommodations and cultural changes on both sides while acknowledging similarities and differences in their basic identity structures, and assumptive stereotypes does seem possible.
Further, the results of this study highlighted the severe negative effects of poverty as a continuous social structural danger to physical and mental health. Fuller-Rowell, Evans, & Ong (2012) , in a longitudinal study, found that 13% of the effect of poverty on allostatic load is explained by perceived discrimination due to poverty. They suggest that social-class discrimination is one important mechanism behind the influence of poverty on physical health. The importance of alleviating poverty through economic and social development may be one of the important keys to improving the overall health and mental health of Palestinian children.
Recent research by Dickstein et al. (2012) on coping strategies with continuous traumatic stress (e.g., terrorism) of Israelis found that substance use coping, denial/disengagement and social support seeking strategies were all associated with psychiatric symptoms, and the only coping strategy found to be protective strategy was acceptance and positive reframing (see also Nuttman-Shwartz & Dekel, 2009 ). Positive reappraisal, being optimistic, and possessing a futuristic orientation have been significantly negatively correlated with AA and depression (e.g., Kira et al., 2011a) . Chronic stress and continuous traumatic stress is a serious complex trauma. Newer advancements in complex trauma treatment (e.g. Courtois, Ford, Herman, & van der Kolk, 2009; Courtois & Ford, 2013) , and multi-systemic, multi-modal, multi-component ecological approaches could be utilized for those who exhibit severe post-complex trauma symptoms (Kira, 2010) .
Additionally, while DBTF integrative trauma framework is theoretically plausible and may have greater heuristic and explanatory power than other trauma frameworks, the results provide further evidence of its utility and empirical validity. The goal of the paper was to advance the theory of chronic traumatic stress and test one of its basic assumptions that type III traumas are the most severe type for those who are subjected to it. The inclusion of continuous traumatic stress, as the most severe type of trauma, is an important contribution.
Future research is needed to replicate such results on victims of different types of continuous traumatic stress that may involve different or similar dynamics.
Limitation of the Study
The current paper investigates empirically the relationship between several variables using a cross-sectional, correlational approach. The research points to only relationships and predictions. Cross-sectional studies can draw only probabilistic conclusions from the results. Unobserved confounding variables can distort statistical inference. Further, using snowballing sampling in the study limits the generalizability of the results. Future studies that use longitudinal or controlled approaches and larger representative samples are needed. Nevertheless, the findings provide evidence of the association between continuous traumatic stress and the severity of physical and mental health symptoms in Palestinians adolescents.
